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TREATMENT PERMIT
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Ingtructions

If you generate 200 pounds or more of medica wastein any caendar month, and treat thewaste, then you
must complete this gpplication and obtain a permit prior to conducting trestment.

Enclosad are the ingtructions and gpplication forms for aMedicad Waste Trestment Permit as required by
the Medicad Waste Management Act of 1990 (MWMA) for the storage and onsite treatment of medical
waste in Cdifornia (Health and Safety Code, Section 117600 et.d.).

State law specifiesthat an gpplication for atreatment facility must be submitted and approved to operate a
medica waste treetment unit. Failure to obtain amedica waste treatment permit isaviolation and subject
to apendty of up to $25,000 per day and/or jail.

The gpplication requires both generd and Site-pecificinformation. If you have any questionsregarding the
information required, you may contact the County of San Diego, Hazardous Materias Divison (HMD).

Included inthis packageisacopy of the gpplicableregulations, Chapter 21, Sections 65600 through 65628
(non-consecutive) of Title 22, CdiforniaCode of Regulaions, relating to minimum Standards For Permitting
Medicd Waste Fecilities.

Upon completion of the permit gpplication, please attach any supporting data or additiona information
which may substantiate your answers. Submit the permit gpplication to:

COUNTY OF SAN DIEGO
DEPARTMENT OF ENVIRONMENTAL HEALTH
HAZARDOUS MATERIALSDIVISION
ATTN: MEDICAL WASTE COORDINATOR
P. 0. BOX 129261
SAN DIEGO, CA 92112-9261
(619) 338-2222

Thisapplication will bereviewed and processed by staff from the Hazar dous M aterials Division.
A permit processing feewill be charged to the applicant and ispayabletothe COUNTY OF SAN
DIEGO. Thefeewill be calculated on a hourly basis and will depend on the amount of time it
takesto review and processthe application. Thereview feeis $80.00 per hour.

Aninitial application review fee of $160.00 must be submitted with thisapplication at thetime of
submittal. Additional hoursaccrued while processing the permit will be char ged to the applicant
and payable when the final permit isissued.
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FILE #H

OFFICIAL USE ONLY

MEDICAL WASTE TREATMENT PERMIT APPLICATION

NAME OF FACILITY:

APPLICANT NAME:

(Must be an individud=<individuds= name(s) in addition to the corporation name.)

APPLICANT ADDRESS:

TELEPHONE NUMBER: ( )

DATE APPLICATION RECEIVED BY DEPARTMENT:

(Department use only)
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GENERAL
A. Type of Permit Requested
Place an "X" on the appropriate line below to indicate the type of permit being applied for:
1. Type of Treatment
____a Steam Seilization
____b. Incineration
____C. Other State DHS approved method (please specify):
B. Faclity Status

Placean"X" on the appropriate line to indicate whether this gpplication isfor anew or existing
fadlity.

1. New Fadility

2. BExiging Fadlity

If an exiding facility, please indicate the purpose of this application. Place an "X" on the
aopropriate line below to indicate whether thisisarenewa gpplication, afacility modification,
transfer of ownership, revised application, or aiinitid request for permit.

____a Initid Request for Permit

__b. Modification

____C. Trander of Ownership

___d. Permit Revison

e Pamit Renewd

C. Application Information (Note: Providetheinformation requested below on a separ ate
page attached to the completed application.)

1. Edimaed Weght and Volume

A summary of theweight or volume of medica waste handled or expected to be handled
during the permit period. For renewas, the amount handled during the previous permit
period.

2. Specid Occurrences
A ligting of any specia occurrences such asfires, injury, property damage, accident or

other unusua occurrences, or incidents involving medica waste which have occurred at
the facility during the previous three years.

3. Compliance Higtory
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A description of your compliance history relaive to locd, sate, or federd regulation
regarding the handling, storage, or trestment of medica waste during the previousthree
years. Include information from other facilities under your control for the same period.

. FACILITY INFORMATION

A. Fadlity Name
B. Fadlity Contact Person(s)
1. Name(lag, firg, middieinitid) and Job Title:

2. Telephone Number (area code and number):

)
C. Fadlity Malling Address
1.  Street, Route Number, or P.O. Box Number

2. City or Town, State, and Zip Code:

D. Fadlity Locetion (if different from above)
1.  Street, Route Number or other specific Site location, or address:

2. City or Town, State and Zip Code:

3.  Telephone Number (area code and number):

)

E. Ownership status
(Federd, dtate, local government, or other public or private entity.)

1.  OPERATOR INFORMATION

A. Name

B. Owner or Operator
County of San Diego
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Isthe nameligedinlll. (A.) above dso the owner?
1 Yes

2. No
If no, please complete the following additiond information.
a.  Teephone Number (area code and number):

)

b.  Street or P.O. Box Number:

c.  City or Town, State, and Zip Code:

V.  EACILITY OWNER

A. If thefadlity ownerisasothefacility operator aslisedin11. above, disregard the B. portion of
this section.

B. If thefacility owner is not the facility operator as listed in 111. above, complete the following
items.

1. Nameof legd owner of fadility:
2. Telephone Number (area code and number):
)

3. Street or P.O. Box Number:

4. City, State, and Zip Code:

V. ENVIRONMENTAL CLEARANCES

A. Pursuant to Section 65610, Chapter 21, CdiforniaCode of Regulations, provideal necessary
information relating to environmenta clearances/permits as required.

1. A copy of theenvironmenta impact report (EIR) or negative declaration prepared by the
County of San Diego
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lead agency or evidence that alead agency is preparing or will prepare environmenta
documentation, if applicable.

2. Other information (please oecify):

Vi. MAP
Attach to this application amap extending for one mile beyond the property boundary identifying

access roads and the type of development surrounding the facility (e.g. resdentid, commercid,
recreational, schools, etc.)

VIil. PRIMARY ACTIVITIESOF THE FACILITY

Provide a description of the nature and activities of the business which requires a permit.

VIIl. EACILITY INFORMATION

A. Providethefollowing facility information.
1.  Average monthly quantity of medica waste to be stored and/or treated on property.

2.  Therated capacity per operationd cycle, the time per cycle, the number of operating
hours per day, and days per week of operation.

3.  Typeand description of medical waste being trested. What measures are employed to
prevent unauthorized waste (i.e. chemica waste, chemotherapy wadte, etc.) from being
trested at the facility?

B. Totd capacity of primary waste storage areain use.

IX.  FACILITY PLAN

Provide a dte map of the facility with a description of the ingress, egress, medica waste storage
ared(s), treatment facility location, security measures, and other areas which will be used asa part
of the ongoing operation.

X. OPERATION PLAN

Append acopy of thefacility Medica Waste Operation Plan and Procedureswith this gpplication.
Xl.  EMERGENCY ACTION PLAN

Append a copy of your Emergency Action Plan with this gpplication.

XI1.  TRAINING PLAN

Append a copy of your employee Training Plan for medicd waste management with this
goplication.
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X, CLOSURE PLAN

Append acopy of your Closure Plan and awritten estimate of the cost of closing the medica waste
storage and treatment aress.

XIV. MONITORING SCHEDULE

Append a copy of the Monitoring Schedule, the schedule for ingtdlation of monitoring equipment
and acopy of the Operating Procedures for maintenance and testing of the monitoring equipmen.

GO TO PAGE 8.
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Medica Waste Treatment Equipment Specifications:

Each medica wastetrestment unit must be described below. Thefollowing information shdl be completed
and submitted along with the gpplication. Submit a separate sheet for each medica waste trestment unit.

Must compl ete the following information: (please print or type information)

1. Dae of equipment ingdlation:

2. Manufacturer=s Name:

3. Modd Number:

4. Seria Number:

5. Describe the method of trestment for the equipment (e.g. autoclaving; chemica disinfection; therma
treatment; microwaves, etc.):

6. Givethe exact location and/or room number where the treatment unit will be operated:

7. What istherated capacity of the trestment unit? pounds/hour of waste treated.

8. Give the date when the treatment equipment was last serviced by a Amanufacturer-authorized@
technician:

Date:

9. The permittee must photocopy and submit to the HMD the manufacture=s operating indtructionsand
recommended maintenance schedule for the waste treatment equipment. Also, submit aphotocopy of
the manufacturer=s diagrams or schematics of the equipment.

County of San Diego
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SIGNATURE CERTIFICATION

Owner and operator certification:

| certify under pendty of perjury that this document and dl the attachments have been prepared under my
direction and supervision in accordance with asystemto assure that qudified personne properly gather and
evauatetheinformation submitted. Based onmy inquiry of the person or personswho managethe system,
or those directly responsible for gathering the information, the information is to the best of my knowledge
and belidf, true, accurate, and complete. | am aware that there are Sgnificant pendtiesfor submitting false
informeation, indluding the possibility of fine and imprisonment.

Owner Name (print or type):
City: State:

Date:
Sgnature

Operator certification (if different from above):

| certify under penaty of perjury that this document and dl the attachments have been prepared under my
direction and supervison in accordance with asystemto assure that qudified personne properly gather and
evauate theinformation submitted. Basedon my inquiry of the person or personswho manage the system,
or those directly responsible for gathering the information, the information is to the best of my knowledge
and belief, true, accurate, and complete. | am aware that there are significant pendtiesfor submitting false
information, induding the possibility of fine and imprisonment.

Operator Name and Officid Title (print or type):

City: State:

Date:

Sgnature:
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